INTRODUCTION
:\Iagil.l (19~0) described his illtubating forceps as . ~n Improvement on Rowbotham's special g.mdmg rod (Rowbotham 1920) . Since that time there have been many attempts to improve the ways and means of inserting endotracheal tubes and numerous modifica i iOlls have heen made to the familiar Magill's forctps. These include:
1. Curved and angled forceps to match the shap~ of t~lC. :'IIacintosh laryngoscope blade (Faglano, Faglano and Fagiano 1971, Rees 1976, Agosti 197(j) .
~. Rounding out of the prehensile ends of the forceps to offer a smooth surface for contact with the pharyngeal mucosa.
3. Jaws which do not close and so avoid the hazard of pinching tissue.
A uterine dressing forceps has also Iken modified in an attempt to produce the ideal instrument (Bittenbender 1951) .
Numerous other instruments and procedures have been designed to facilitate difficult endotracheal intubation. Particularly during nasotracl!eal intubation, however, a forceps is usually reqmred for the final guiding of the tube into the trachea.
DESIRABLE FEATURES
The iueal intubating forceps should haw at least the following features-it should:
1. Not cause trauma to the patient in the cour~e of its actioll.
:!. Kot cause damage to the tube or cuff. :3. Be long enough to reach the larynx. .). Have an offset handle, so that it d()('s not ohscure the operator's field of view.
5. Take up a minimum of the space available in the oropharynx and hypopharynx.
n. Hold the tube firmly and securely. 7. Allow both anterior and posterior cl irection of the tube as needed.
.The new intubating forceps has heen designed wIth the above features in mind. DESCRIPTIOK I nstead of grasping the tube from the side, the new forceps take hold of the tube from the front and back (Figure 1) . The jaws clamp the tube by a sliding action. There are no serrations on the prehensile ends.
Tl~e lower jaw is fixed. When pressure is ~lpphed by the operators thumb, the upper ]a:\' shdes down. to grasp the tube (Figure 2 ). \\hen pressure IS released, the jaws open and are kept apart by the action of a spring in the handle. In order to preserve the best field of view, the long axis of the forceps is offset 20° to the perpendicular with respect to the handle. The jaws are angled downwards at 15° and the handle is also offset :WO to the plane of the jaws (Figure ;{) . There are two sizes-adult and paediatric. ADVANTAGES I. There is less risk of trauma to the posterior pharyngeal wall hecause the forceps present a flat surface to the mucosa of the oropharynx.
.2 .. ~he absel?ce of serrations on the Jaws mmll11lZeS the nsk of tearing thin, high volumelow pressure cuffs. /sil't' Care, Vol. VI, No. 2, ,\Ja) 3. Greatly improved vision of the tube in the pharynx due to the sliding action of the jaws and the offset angle of the long axis of the forceps.
Anaesthesia arid Illtel
4. The new forceps ensure a more secure grasp on the tube. Since the tube is clamped from the front and back, the hold on the tube is not lost while it is advanced into the larynx.
5. There is greater ability to manreuvre the tube in the antero-posterior plane.
6. The curved tube tends to straighten when held by the forceps because the jaws are angled downwards. Therefore guiding the tube down the trachea is made easier.
In the short time the forceps have been m use, they have proved effective particularly in facilitating guided nasotracheal intubation in difficult patients.
